Background: Fetal goitre is a rare cause of neonatal respiratory difficulties. Morphology ultrasound identified a neck mass in a fetus known to have 2 siblings with congenital hypothyroidism detected on neonatal screening in a euthyroid mother. Serial ultrasounds demonstrated the development of an anterior neck mass. This eventually resulted in polyhydramnios and significant tracheal compression, confirmed by ultrasound and MRI. Maternal oral levothyroxine is known to be ineffective in the management of fetal goitre, necessitating direct administration via ultrasound guided intra-amniotic injection of this agent.
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Method: Intra-amniotic levothyroxine (200-400 micrograms) was administered in the third trimester (total of 6 doses) to reduce goitre size and tracheal compression.
Results: Treatment resolved the 54% tracheal narrowing, allowing a normal vaginal delivery of a 3960 g baby girl at term, who did not require any airway support. The baby was transferred to the postnatal ward after 24 h observation in NICU. Thyroid function testing performed on day 1 of life confirmed neonatal hypothyroidism and postnatal levothyroxine was commenced.
Conclusion: This is the first Australian report confirming intra-amniotic levothyroxine provides effective treatment for fetal airway compression, reducing the risk of airway complications after delivery. Email: marisap@adhb.govt.nz Background: Maternal diabetes mellitus is a known aetiology of teratogenic congenital anomalies. Two patients were admitted to NICU for respiratory distress and were diagnosed with respiratory insufficiency secondary to vertebral anomalies and rib dysplasia.
Methods: Investigations into the thoracic cage malformations included maternal medical history, postnatal imaging, and genetic microarray.
Results: In both cases, maternal histories were significant for type 2 diabetes mellitus on insulin and metformin with poor periconception control characterized by haemoglobin A1C of 75 and 63 mmol/mol respectively. No pathogenic imbalances were found on microarray. Diaphragm ultrasound and laryngobronchoscopy were unremarkable. Each patient had other findings associated with infants of diabetic mothers: Case 1 had hypocalcaemia and CNS abnormalities, while Case 2 was complicated by VSD. Case 1 was discharged home on low-flow oxygen after 41 days and had ongoing oxygen requirement at 5-month follow-up. Case 2 required CPAP 10 cm until repair of VSD at 4 weeks of age and is currently inpatient in PICU.
Conclusions: These cases highlight anomalies leading to thoracic insufficiency syndrome, not well-described on the diabetic embryopathy spectrum. Investigations ruled out other aetiologies. Both patients went on to require prolonged respiratory support. Mothers' Hospital, South Brisbane, Queensland, Australia Email: victoria.bigge@gmail.com Background: Achieving full oral feeding is difficult for preterm infants. Learning of efficient sucking and safe swallowing is compromised by comorbidities. Oral feeding often determines discharge from hospital and is linked to social and financial expectations.
FEEDING READINESS OF VERY PREMATURE INFANTS
Oral feeding is usually introduced on a basis of trial and error although the POFRAS and BIFS are available to assess feeding readiness. Clinical comparison was made of preterm infants assessed with POFRAS and BIFS as 'ready for oral feeding' (score ≥ 30) and 'functional or competent feeder' (score ≤ 2), respectively.
Methods: POFRAS and BIFS were applied at 36 weeks corrected gestational age (CGA). Data were analysed with the twosided t-test and the Fisher exact test.
Results: Of the 26 infants assessed (born at (mean AE SD) 27.5 AE 1.9 weeks GA), 19 were 'ready for oral feeding' (POFRAS) and 10 were 'functional or competent feeders' (BIFS). Higher weight z-score at time of assessment was correlated with feeding readiness assessed with POFRAS but not BIFS. Weight zscore and GA at birth, respiratory support and/or oxygen requirement and at least 1 suck feed per day at 36 weeks CGA, as well as CGA at removal of nasogastric tube and discharge from hospital were not correlated with the assessments.
Conclusion: These first data of very preterm infants assessed with POFRAS and BIFS will aid the planning of a larger study. While lower weight at time of POFRAS assessment was associated with lower feeding readiness scores other clinical outcome data did not correlate as expected. 
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